MISSQURE DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 563;044685
Registration District No, _____?\4 0 Primary Registration Distriet No. ..é B.Z::RNIIINF s No. l 1 L* STATE FILE NUmBER

DO NOT WRITE AMENDED . A
ON THIS STUB E T ——3rs
. PLACEOFoEATH - TV Z USUAL RESIDENCE (Where deceased lived. I instifution: Residence bufore

». COUNTY Macon ) s STATE Mi gsouri b COUNTY  Macon admission)
b. Col'IéY {If outside carparate limils, give TOWNSHIP anly) Length of stay in 1h e. CITY Imsida Limits

10MN T mep Easley T. f. TOWN Easley Township Y O Nogg

c. FULL NAME OF (If NQT in haspital, give locl!lonl Inside Limits d. STREET {Lf cutside, give location) Resids on Farm
HOSPITAL OR ADDRESS

INSTITUTION Ym [ No[] North Of El Yes 0 Ne [T
3. NAME OF DECEASED First Middle 4, DATE Menth Day Year

{Type or print) OF
Robert Se Boyd ceai  Now QA 1963
5. SEX 6. COLOR OR RACE 7. Matried [3, Never Marrled [J [8. DATE OF BIRTH | ¥ AGE {Issr birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
R Widowesd | Diverced [ . Months l Days Hour:T Min.
Male White x uly25 1870 95 4 118 :
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHFLACE (City and vats or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) !
Reti : U. S. A

VS 300
Rewv., 4/59

! 0 /ﬁ’f‘
VRIO

DATE AMENDED

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4, NAME OF HUSBAND OR WIFE

William Thomas Boyd - Sarah Abga:.l Simmons

15. WAS DECEASED EVER IN U.5. ARMED FORCES TE_SAcIAL CECLIDIRG 17. INFORMANT ) Address

(Yes, no, of unknown) I (If yes, N.a war or dates o E]_izabet_h E on Elmr ﬂgb

18. CAUSE OF DEATH {Enfer only one couse per lina for (a}, (bl, and {c). INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: - ONSET AND DEATH

mmeoIATE cause ) Debilitation due to Ipanition

DOCUMENT

Conditions, if eny, oueto ) Hypertensive Vascular Disease

which gave rise to
sbove cause {a),

staling the under- .

lying  caute last. pueTo @ __Jeneralized Arteriosclsmsis

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byl nol releted to the 1erminsl PART IIL. If  deceassd was femsle was
disease conditiop given in PART I [a) there a pregnancy in last 90 days.

Congestive Heart Fallure [DYes | DN | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMDICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in PART | or PARY LI of item 18)
0

PERFORMED?
YES[] NO X

20c. TIME OF Hour Month, Day, Year
INJURY a.m. : ,
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or abour home, | 20i. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, factory, streed, office bldg., e1c.) .
NOT WHILE AT WORK (O .

K Naovember 12, 1963
21, | atended the deceased from, . wa.NgIembe.r_Zl,_lQégm oW i, 8live o V' b 6
e Death occurred at. aprroximate 8 on the date stated above, and 1o the best of my knowledge, from the causes “dfﬂg’-'-“"_"
Val P . E
22a. SIGNATURE W 22b. ADDRESS 22c. DATE SIGNED
.

D0k 800 W, Jefferson, Kirksville, Mbe 11/22/

23a. BURIALY b E=ily De0e T35 NAWE OF CEMETERY OR CREMATORY 23d. LOCATION {City, tawn, er county} (state) O3

SMOVAafpeclfv} Nov 23 1965 Ml

ADDRESS 25. DAITE RECD. BY LOCAL REG. l%w»\m% ouri
th Gifford tol N-24—% 3 l i:uJ‘L_ NM

\

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

" MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

{Licansed Embalmer's Sistemani on Reverse Side}




+ =~ STATEMENT._BY LICENSED EMBALMER

I hereby certify thal the ‘body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by L=t - . Student Embalmer No.

* working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No.

P-O. Address —South—Gifford—Ho—

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for ravogation of license).
If embalmed by a STUDENT, he also shall sign in his QWN handwriting.
_ I this body is not embalmed, fact should be so stated above.

hd T o

- e




